Conservation of the native valve is preferable to valve replacement in the management of mitral stenosis. A successful valvotomy allows more normal filling of the left ventricle compared with the relatively obstructive prosthetic valves.1 Valve replacement for mitral stenosis is associated with an operative mortality of 5%,2 while the incidence of subsequent thromboembolic complications ranges from 2 to 6% per patient per year.35
Closed mitral valvotomy is performed as a blind intracardiac procedure on a beating heart. It is associated with an operative mortality of between 2 and 7%,, [6] [7] [8] and an embolic rate of up to 80/o.6-9 The uncertain anatomical result is associated with a high incidence of restenosis.7- 13 Since Twenty patients had thrombus removed from the left atrium. The left atrial appendage was not excised or excluded in any of the patients (other than those in whom it had been previously ligated at the time of closed mitral valvotomy).
Attention was then turned to the mitral valve. The decision to perform a valvotomy was based on the pliability of the valve tissue and the ability of the leaflets to coapt, producing a competent valve. The commissures were opened by sharp dissection with a scalpel. Great care was taken to avoid division of the chordae. This The low mortality (0-6%) is similar to that of othe series14-18 and compares favourably with the 2 to 70, mortality associated with closed mitral valvotomy6 and 5% for mitral valve replacement.2 Six of the seve late deaths were the result of congestive cardiac failure and all occurred in elderly patients.
One patient suffered a perioperative cerebrovascular accident and subsequently made a full neurological recovery. He had been in atrial fibrillation and there was a large amount of friable thrombus in the left atrium. This embolic rate of 0-6% is considerably better than the 2 to 80/o reported for closed mitral valvotomy6-9 and demonstrates another advantage of the open procedure: complete removal of intra-atrial thrombus.
Five patients suffered late cerebrovascular accidents, one of which was fatal. None of these patients had intra-atrial thrombus at the time of open mitral valvotomy. n~Our experience with closed mitral valvotomy, using ts the Tubbs dilator initially set at 3-5 cm to prevent 'n tearing of the leaflets, has been that only one commisre sure was split satisfactorily. Further expansion of the dilator then resulted in stretching of the valve ring, rather than splitting of the second commissure. Fig. 3 shows a mitral valve excised nine years after closed t-mitral valvotomy and is typical of many valves Xr removed after this procedure. Complete fusion of the in posteromedial commissure suggests that it was unlikely to have been split at closed valvotomy. The e asymmetrical leaflet movement produced by unilateral splitting results in a turbulent flow which may be an important factor in the rate of recurrent stenosis. In his Hunterian Lecture, BelcherII suggests that "re-stenosis is inevitable after mitral valvotomy and Dr that only the time taken for it to occur is variable". In m our series only eight patients required mitral valve ty replacement for recurrent stenosis, corresponding to Open mitral valvotomy: fourteen years expenence an actuarial figure of 14*8% (confidence limits 3*4%-26.6%) at 10 years. Thus, the interval between open mitral valvotomy and *nificant restenosis does indeed appear to be proknged compared with the closed procedure.7-" In those valves requiring late replacement for recurrent stenosis, the obstruction was the result of thickening and lack of mobility of the valve leaflets, rather than fusion of the commissures. Thus, they were not suitable for further valvotomy. In addition to the ability of the leaflets to coapt, their pliability is an important feature in the long term prognosis. Indeed, both patients requiring early mitral valve replacement for restenosis had non-pliant cusps at the time of open valvotomy.
One of the possible criticisms of the open approach to mitral valvotomy has been that too many valves are replaced. In this series 157 (71%) patients with mitral valve disease in which stenosis was the dominant lesion were treated by open mitral valvotomy. In a further 17 (8%) cases the native valve was salvaged by a combination of open mitral valvotomy and mitral valve annuloplasty. We have stressed that the ability of the valve leaflets to coapt and their pliability are important factors in the determination of long term success after open mitral valvotomy. Unsuitable valves tend to be those with a fixed eccentric orifice requiring extensive plastic procedures to the cusps, chordae, and annulus in an attempt to achieve a successful result. In this situation we have found mitral valve replacement to be more satisfactory.
